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Abstract
Studies have shown that early prenatal care can reduce
adverse birth outcomes and that rural populations with low
incomes have later average initiation of prenatal care.
Programs to improve rates of early prenatal care have not
been successful, so this study was designed to determine
what factors motivate women of poverty level residing in
Mississippi to initiate early prenatal care.

Pender's

(1992) Health Promotion Model was the conceptual model for
the study.

The sample was 106 prenatal subjects with

incomes below 185% of poverty level at seven clinics in
rural Mississippi.

The Giamalva Prenatal Motivation

Survey was used to identify motivational factors, which
were then classified and frequencies computed.

The

findings were that health promotion motivations correlated
to early prenatal care and were the most frequent response
group.

The Health Promoting Lifestyle Profile developed

by Walker, Sechrist, and Pender (1987) also was
administered, and results were found to significantly
correlate with earlier initiation of prenatal care and
with health promotion motivations.

Knowledge of clients'

motivations for early prenatal care may be useful in
planning interventions to improve early clinic attendance.

The researcher recommends future studies to test the use
of these tools to predict early prenatal clinic attendance
and to measure the success of interventions.

A

qualitative study, which determines how motivations to
initiate early prenatal care are adopted or reinforced,
would also be valuable.
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Chapter I
The Research Problem
The United States has now been ranked 21st among
nations of the developed world in infant survival rates.
At the same time, the United States has spent more per
capita on health care than any other nation (Haas,
Udvarhelyi, Morris, & Epstein, 1993).

This disparity is

even more striking in light of a stated goal in the
Healthy People 1979 program's initiative to focus on
prenatal care, with infant mortality rate as a primary
indicator (United States Public Health Service, 1979).

In

the 14 years since that initiative was activated, there
has been negligible movement and no general improvement in
infant mortality rates (Haas et al., 1993).
A major area of concern for health care providers in
the United States has been the inadequate prenatal care
received by many women.

Late or inadequate prenatal care

has been shown to correlate with higher rates of adverse
birth outcomes, such as higher infant mortality, lower
birth weight, longer hospital stay for infant or mother,
and long-term adverse effects on the health of the infant
or mother (Poland, Ager, Olsen, & Sokol, 1990).

This

problem has disproportionately affected poor members of
1
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minorities and persons in rural or isolated areas.
Mississippi, with a high percentage of poor rural citizens
and minorities, has had levels of infant mortality and low
birth weight above the national average (Thompson, 1993).
Therefore, the focus of this inguiry involved one aspect
of prenatal care delivery which has great potential to
improve perinatal outcome for Mississippians, that is,
early initiation of prenatal care.
Establishment of the Problem
Prior studies have shown that adequate prenatal care
can substantially improve average birth outcomes, yet one
of every 18 women in the United States receives inadequate
or no prenatal care (Burke, 1992).

A broad definition of

adequate prenatal care developed by the Institute of
Medicine (1985) requires that at least five visits be
made, starting before the last trimester.

Uninsured

women, who are generally the poor or working poor, are
twice as likely to receive inadequate prenatal care and
four times more likely to receive no prenatal care than
insured women (Young, McMahon, Bowman, & Thompson, 1989).
Higher rates of inadequate prenatal care are also found
among rural populations, Blacks, and adolescents (Young et
al., 1989).
In Mississippi, the incidence of adverse birth
outcomes is significantly above the national average.
According to the Mississippi Department of Health/Health

3

Statistics, the average infant mortality rate over the 5year period ending in 1992 was 11.8 deaths per 1,000 live
births (Thompson, 1993).

In 1992, the rate was 12.2

deaths per 1,000 births.

The rate of infants born with

low birth weight (< 2,500 grams) in Mississippi in 1992
was 103 per 1,000 live births.

These two indices are the

most commonly used markers of adverse birth outcome and
demonstrate the severity of this problem in Mississippi.
Numerous studies have been conducted to identify
barriers to prenatal care, and several major initiatives
in different regions of the country have attempted to
remove these barriers to prenatal care.

Although there

have been successes within some specific groups, there has
been little evidence of general improvement in early
prenatal care attendance or the rate of adverse birth
outcomes (Allen & Kamradt, 1991; Burke, 1992; Young et
al., 1989).
Although many factors have been identified as
impacting prenatal care, one area which has been studied
very little is the motivation for women to attend prenatal
clinics early in pregnancy.

Initiatives, such as the

Healthy Start program in Massachusetts, have been
initiated in attempts to improve service availability, but
low levels of utilization of services by clients persist.
More services have been made available, but there has not
been a corresponding increase in net utilization by
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clients (Haas et al., 1993; Young et al., 1989).

Both

Haas et al. and Young et al. speculated that there were
intrinsic motivational factors involved in seeking
prenatal care.

These investigators suggested that there

were behavioral or motivational obstacles to attending
prenatal clinics which required focused study to identify.
Both of these studies also suggest earlier interventions
and education, even before pregnancy occurs.

One solution

to poor prenatal clinic attendance seems to be utilization
of advanced practice nurses and other primary care
providers to deliver earlier and more frequent primary and
prenatal care (Willis & Fullerton, 1991).
Significance to Nursing
Poor prenatal care is a problem which has major
impact on nursing.

The end results of unhealthy

pregnancies increase the demand for neonatal intensive
care, long-term pediatric care, and more extensive and
lengthy maternal care (Allen & Kamradt, 1991).

The demand

upon nursing to provide this care impacts nurses in
hospitals, clinics, and the community.
Nurse practitioners have been at the forefront of the
movement to shift emphasis from treatment of disease to
prevention of illness.

The case for this change is

especially strong for prenatal care, where many studies
have shown the efficacy of health promotion and preventive
services (Allen & Kamradt, 1991; Haas et al., 1993).
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women were known, this knowledge could yield valuable
insight into methods of intervention to improve early
prenatal attendance for others in the same population.
Assumptions
For the purposes of this study, assumptions were as
follows:
1.

Timing of first prenatal clinic attendance will,

to a significant degree, be determined by a conscious
decision of the prenatal subjects.
2.

Subjects can conceptualize and express specific,

concrete motivations or responses.
Research Question
The specific question to be answered by this research
was what factors motivate women of poverty level residing
in Mississippi to initiate early prenatal care?
Although total number of visits is also a relevant
factor, this study focused on the time of the first visit
relative to duration of pregnancy.

Pender's (1992) Health

Promotion Model is ideally suited to study the motivations
of health promotion and was the conceptual framework for
this study.
Conceptual Framework
Pender's Health Promotion Model was designed to
facilitate understanding of the factors which influence
clients to take part in health-promoting behavior.

This
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model has allowed conceptualization of motivation
components into discrete units with some degree of
quantification (Pender, 1992).
Pender's model includes a description of the
components of motivations for all human behavior.

These

include stabilizing tendencies which work to maintain
balance and equilibrium and actualizing tendencies
directed toward promoting change, growth, and maturation.
Stabilizing tendencies include all those behaviors
directed toward maintaining health or preventing disease.
These behaviors are based on avoidance of illness or
deterioration in health.

Exercising to reduce the risk of

cardiovascular disease is an example of the stabilizing
tendency, as is attending prenatal clinic due to perceived
risks in pregnancy.

Behaviors directed toward improved

level of health and a higher level of wellness are based
on the actualizing tendency.

These behaviors seek out or

positively pursue increased levels of tension in order to
grow, mature, or increase capability.

Exercise directed

toward greater endurance or feelings of health is an
example of such actualizing behavior, as is seeking
prenatal care with the goal of having the healthiest baby
possible or an optimally healthy pregnancy.

Although

stabilizing tendencies have been included in Pender's
model, her emphasis is on health promotion and how nursing
can influence clients' pursuit of higher levels of wellness.

9

Pender's model recognizes seven areas of cognitiveperceptual factors which provide motivation for healthpromoting behavior:

importance of health, perceived

control of health, feelings of self-efficacy, definition
of health, view of health status, apparent benefits of
health-promoting behavior, and barriers to healthpromoting behavior.
factors:

Pender also identifies five modifying

demographic characteristics, biologic

characteristics, interpersonal influences, situational
factors, and behavioral factors (Pender, 1992).
Pender's terminology and definitions were used
throughout this study.

Health has been defined as "the

actualization of inherent and acquired human potential
through goal-directed behavior, competent self-care, and
satisfying relationships with others while adjustments are
made as needed to maintain structural integrity and
harmony with the environment" (Pender, 1992, p. 27).
Environment is "a comprehensive term meaning the physical,
interpersonal, and economic circumstances in which we
live" (Pender, 1992, p. 8).

Pender's definition of nurse

is "an expert consultant to individuals and families as
they determine and control the course of their health
experience throughout the lifespan" (Pender, 1992, p. 94).
The concept of person is specified to include physical,
spiritual, emotional, and intellectual elements.

Pender
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(1992) refers to the client as "individuals, families,
groups, or communities" (p. xi).
Although Pender's model has not been widely used in
prenatal areas of research, it has been documented to be
widely applicable in a variety of settings.

This study

reinforces the utility of the Health Promotion Model as a
conceptual framework and contributes new data to the
theory.
Definition of Terms
For the purposes of this study, terms were defined as
follows:
Motivations:

all factors listed by subjects as

responses to the guestion—Why did you come to prenatal
clinic?--on the Giamalva Prenatal Motivation Survey.
Women of poverty level residing in Mississippi;
females between the ages of 12 and 45 years who are
pregnant at the time of their interview and are at or
below 185% of federal poverty level as demonstrated by
Medicaid eligible status established by the state of
Mississippi and who attend prenatal clinic at one of the
seven selected clinics in Mississippi.
Early prenatal care:

health care directed toward

care of clients during their pregnancy, provided at a
health care site which is self-designated for such
service, and with the first visit made within the first 90
days of the pregnancy.

Gestational age was determined by
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the professional provider's estimated date of conception
for the client.
Summary
In this chapter the problem was identified as a poor
rate of early prenatal care for women of poverty level,
especially in Mississippi.

Prior studies have shown that

a significant contributor to the failure of many women to
seek early prenatal care was a lack of motivation.

The

impact of the inadequate prenatal care on maternal and
infant health and the resultant strains on the health care
system and society were also discussed.

In a review of

Pender's (1992) conceptual model, the influence of
motivation upon health-promoting behavior was described.
The purpose of the study was to explore specific factors
which motivate women of poverty level residing in
Mississippi to initiate early prenatal care.

Chapter II
Review of Literature
Through a selected review of the literature, the
researcher found many recent studies which assessed
utilization of, barriers to, and benefits of prenatal
care.

Some of these studies used a qualitative approach

and interviewed postpartal and prenatal clients; however,
only one such study inquired why subjects had started
attending prenatal clinics.

There were no studies found

which focused on clients' motivations other than illness
or discomfort.
One study which provided background for the current
research assessing motivations for prenatal care is Haas,
Udvarhelyi, Morris, and Epstein (1993).

In 1985,

Massachusetts instituted a program called Healthy Start,
which was designed to make prenatal health care more
readily available.

This program provided state funded

insurance covering all prenatal costs for clients with
incomes up to 185% of the federal poverty level.

Surveys

had shown that the working poor, with incomes between 100%
and 185% of the federal poverty level, was the group most
in need of these services.

Coverage was available through
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Medicaid for persons with incomes up to 100% of federal
poverty level under preexisting programs.
The purpose of the study was to determine the
efficacy of the Healthy Start program, which was viewed as
a model for health care reform.

This quasi-experimental

inquiry identified the initiation of the Healthy Start
program as the intervention.

To assure minimal bias in

the sample, birth outcomes for the years 1984 and 1987
were compared, since 1984 was the last full year before
the initiation of Healthy Start, and 1987 was the first
year to include only those subjects who had become
pregnant after institution of the program.

The sample

included all single gestation hospital births in
Massachusetts for which adequate records were available.
The sample included 57,257 records for 1984 and 64,346 for
1987.
Data were obtained from three sources:

the maternal

hospital record, the newborn's hospital record, and birth
certificate data submitted to the state.

All these

records had to be complete and in agreement for inclusion
in the study.

All records were merged into a single data

base and compared for verification (Haas et al., 1993).
Criteria for quality and quantity of prenatal care
were based on standards established by the Institute of
Medicine (1985).

Any care fitting the categories of

either adequate or intermediate by these standards was
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rated as adequate for the purpose of this study.

This

adaptation was made by the researchers due to their desire
to focus on the most severe failures in delivery of care.
Inadequate, for this study, was defined as care in only
the last trimester, or less than five total visits in a
term pregnancy.

More than four visits and starting before

the last trimester constituted adequate.
Haas et al. (1993) examined the impact of the Healthy
Start intervention on birth outcomes.

Births were graded

as adverse if infants met the criteria for low birthweight
or prematurity according to the standards of the
International Classification of Diseases (United States
Department of Health and Human Services, 1980).

This

classification defined adverse outcome as either
birthweight of less than 2,500 grams or diagnosis of less
than 35 weeks estimated gestation.
The hypothesis for the study was that the Healthy
Start program would narrow the disparity in care level and
adverse birth outcomes between insured and uninsured
populations.

The groups correlated were insured and

uninsured mothers, followed by comparison between the 2
years.

Confidence intervals were calculated by standard

technique, and for the overall population two-tailed p
values of less than .05 were considered statistically
significant.
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Based on the results of the study, Haas et al. (1993)
rejected the hypothesis since the percentage of
satisfactory prenatal care declined from 98.0% to 97.6% (p
< .001, respectively) between 1984 and 1987.

Over this

period the rate of adverse birth outcomes did not
significantly change.

Women receiving adequate prenatal

care had a 6.3% chance of an adverse birth outcome.

For

subjects who had received inadequate care, the risk of an
adverse birth outcome was 12.6%.
A similar result was found in comparison of privately
insured and noninsured clients.

In 1984 the rate of

adequate prenatal care was 7.6% lower for women lacking
private insurance.
difference of 8.5%.

In 1987 this disparity increased to a
These findings did not demonstrate

any significant change from the period before
implementation of Healthy Start to the period after
complete adaptation of the program, which reinforced the
decision to reject the original hypothesis (Haas et al. ,
1993).
The authors identified a number of possibly
significant extraneous variables.

Changes in

socioeconomic conditions, changes in rates of pregnancy
out of marriage, and shifts in societal views may have had
some effect.

A slight downward shift in average education

level for maternal subjects was also noted.

With only a
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2-year span between the sets of births, these changes were
not expected to be significant.
The conclusion of the investigators was that the
Healthy Start program did not seem to improve either rates
of adequate prenatal care or adverse birth outcomes.

The

removal of the most obvious financial barriers did not
result in any improvement in prenatal care.

Haas et al.

(1993) suggested further study of barriers other than
payment for care and other factors which may influence
rates of prenatal care.

The researchers recommended that

effective interventions need to be made before pregnancy
occurs.
A second study by Burke (1992) addressed inadequate
prenatal care.

Although this study focused exclusively on

Black clients, there are similarities to other groups in
comparable socioeconomic ranges.
Burke (1992) investigated the factors which lead to
inadequate prenatal care.

For the purpose of this study,

the Kesner Index (Kesr.er, 1973) definitions of adequate,
inadequate, or intermediate prenatal care were used.
Prior studies were cited which had shown a higher
incidence of inadequate prenatal care for lower income
groups, particularly Blacks.

Race, residence, and income

were controlled variables which allowed focus on factors
specific to this group.
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Interviews were conducted at three federally funded
clinics:

one urban and two rural satellite clinics.

Subjects were required to be Black ana at least 18 years
of age or accompanied by a parent or guardian.

They also

were required to pay 20% or less of the cost of the visit,
which was used to define poverty.

An approximately equal

number of rural and urban clients were selected.

Sixty-

nine eligible patients were selected at random from this
limited population.

Questionnaires were given to

determine health beliefs, health values, resources, and
symptoms.

Subjects ranged in age from 18 to 35 years,

with a mean age of 23; 78% were single; and 73% had
finished high school.
Most of the subjects (82.6%) denied any problem with
transportation or child care.

A large majority (82.6%)

had no problem or ominous symptom on their first visit.
Burke (1992) found that clients who received inadequate
prenatal care did not express lower value of health
services than subjects who received adequate care.

The

most common stated reason for delay in prenatal care was
lack of awareness of the pregnancy.
was the second most common response.

Denial or ambivalence
Another significant

finding was that the most common reason for starting to
attend prenatal clinic was the onset of a symptom which
alarmed the client.

Symptoms or need factors had the

greatest influence on utilization of services.
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Burke (1992) concluded that nonfinancial barriers are
at least as important as financial ones.

Reasons for late

realization of pregnancy were not explored.

Burke

suggested further study into nonfinancial barriers to
prenatal care and also recommended greater efforts toward
health promotion, and especially education regarding the
protection offered by prenatal care.
A more specifically focused study was made by Young,
McMahon, Bowman, and Thompson (1989).

About 5% of

pregnant women in the United States receive either no
prenatal care or none until the third trimester.

Those

with the greatest incidence of poor rates of prenatal care
are adolescents, Hispanics, Blacks, unmarried, poor, and
those with less than a 12th grade education.

Women who

had no health insurance were twice as likely to receive
late prenatal care as those with insurance and four times
more likely to receive no prenatal care.
The Maternal and Child Health Program of the
Allegheny County Health Department in Pittsburgh,
Pennsylvania, provided care for clients with incomes up to
185% of the federal poverty level or who were less than 17
years of age.

In the period from 1984 to 1986 they

provided services for 10,815 pregnancies.

The

investigators interviewed postpartal clients who had
received either late (third trimester) or no prenatal
care.

interviews were conducted by public health nurses
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on home visits with these patients.

A total of 705 of

these subjects who met the criteria were interviewed and
were divided into categories by age, either less than 20,
or 20 and above, and by race, either Black or White (Young
et al., 1989).
In this study of selected reproductive
characteristics, a number of risk factors correlated with
late initiation of prenatal care.

These included a range

of 37.2% to 60.3% who smoked, 24.6% to 36.8% who reported
a weight gain of under 15 pounds, and 14.0% to 23.0% who
entered prenatal care after 36 weeks gestation.

Young et

al. noted that the results were unexpected in view of
education and services available.

The most common stated

reasons for late presentation were "didn't realize was
pregnant," followed by "motivation problem obtaining
care," then "didn't feel needed prenatal care," next
"unwanted pregnancy," and finally, "financial problem
obtaining private care."
Young et al. (1989) concluded that financial
considerations were vital to obtaining higher rates of
prenatal care for lower income groups, but that other
factors were even more important.

The need for further

studies of the behavioral aspects of prenatal care was
strGSSGd; particularly those factors which tend to inhibit
prenatal care.
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Willis and Fullerton (1991) reviewed studies on
infant mortality and ways in which advanced practice
nurses can impact rates of infant mortality.

This study

relates the objectives in Healthy People 2000:

National

Health Promotion and Disease Prevention Objectives summary
report (United States Public Health Service, 1990) to
clinical practice objectives.
One major goal in this summary report was reduction
of infant mortality rates.

The value of infant mortality

rate(s) as an indicator of the health of a society was
reviewed, with the stated goal of reducing this rate to no
more than seven infant deaths per 1,000 live births.
Willis and Fullerton (1991) stated that the United States
has recently slipped to 22nd place among industrialized
nations by this indicator.

Also noted was the

disproportion in infant mortality rates between minorities
and Whites in the United States.

For African Americans

the rate was 17.9 deaths per 1,000, while for Whites the
rate was 8.6.

Another trend noted by Willis and Fullerton

is the increasing survival rate of low birth weight and
impaired infants which they contend reduces the utility of
infcint survival rate as an indicator of successful birth
outcomes.
Many factors impact low birthweight; the most
prominent correlations demonstrated are maternal poverty,
age of the mother, and minority status.

Other specific
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factors commonly cited include prenatal care, nutrition,
smoking, alcohol consumption, education, drug abuse, and
marital status.

Willis and Fullerton (1991) found that

early initiation of prenatal care substantially improved
the outcome of pregnancy.

Their review also identified

obstacles to prenatal care as a continuing cause of poor
birth outcomes.

Research has continued in an attempt to

untangle the various factors which contribute to poor
rates of prenatal care.

Consistent with other studies,

Willis and Fullerton found that lowest prenatal clinic
attendance rates are found in the poor, minorities, the
young, rural or inner city, and non-English speaking.
Additionally, Willis and Fullerton (1991) found that many
studies linked poor prenatal clinic attendance to
behavioral factors.

Some of these factors seem to be tied

to undesirability of the pregnancy, lack of knowledge,
negative attitudes toward pregnancy, hiding the pregnancy,
and fear of health care providers.
Willis and Fullerton (1991) stated that advanced
ice nurses are in an ideal position to influence
improvements in pregnancy outcomes.

Through knowledge, a

more holistic approach, family/community approach,
understanding of motivational and sociological factors,
and counseling skills, the advanced practice nurse can be
of great value in providing better prenatal services.
Examples of situations in which nurses contribute to
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better prenatal care include home visits, case management,
home health monitoring, better access through community
clinics, and availability of services to the uninsured
poor.
Willis and Fullerton (1991) stated that financial
access to care was only part of the answer.

Ready access

was also vital, which may involve innovative methods of
bringing care to the clients.

Care must also be suited to

the population in ways that will both allow better care
and encourage attendance.

This will require such factors

as cultural sensitivity, available translation for nonEnglish speaking populations, transportation, and child
care.

Willis and Fullerton (1991) stated in their summary

that nurses can influence improved birth outcomes through
many methods.

These can include legislative involvement,

education of the public, pre-pregnancy education, and
social activism.
Summary
This selected review of literature indicated that
there is great need for a better understanding of the
motivational factors involved in the decision to initiate
prenatal care.

Haas et al. ( 1993), Burke ( 1992), and

Young et al. (1989) all found that financial
considerations were not the most important determinant of
obtaining adequate prenatal care.

Although these studies

specifically suggsst research to better understand reasons
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for not attending prenatal clinic, the trends noted also
suggested the need for understanding the positive
motivations to attend prenatal clinic.

Chapter III
The Method
This descriptive study attempted to determine the
factors which motivate women of poverty level residing in
Mississippi to initiate early prenatal care.

Two

questionnaires were administered to women attending
prenatal clinics at seven sites in Northeast Mississippi.
The first questionnaire to determine what factor motivated
them to initiate prenatal care, was the Giamalva Prenatal
Motivation Survey (see Appendix A).

The Giamalva Prenatal

Motivation Survey is a new tool which had not been used
previously in research.

The second questionnaire given

was the Health Promoting Lifestyle Profile (see Appendix
B), which is an established and widely used tool to
determine subject's relative value of health promotion in
lifestyle.

The Health Promoting Lifestyle Profile was

given to validate the findings of the Giamalva Prenatal
Motivation Survey.

Both the motivation for attending

clinic and the value of health promotion in the lifestyle
and the relationship between the two provide valuable data
about the utilization of prenatal care by women of poverty
level.

Results should be useful in the development of
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programs or initiatives to provide improved levels of
prenatal care.
Design of the Study
This is a quantitative, descriptive study utilizing a
survey format.

No studies were found in the literature

directly related to motivations to initiate prenatal care,
so a descriptive survey design was chosen to gather
baseline data.

A well-established tool was also used to

rate subject's level of health promoting lifestyle to
validate the motivation finding.
Variables
Controlled variables included the age, race, poverty,
gravid condition, number of pregnancies, previous problems
in pregnancies, or timing of first prenatal clinic visit
of subjects.

Variables of interest in the study were

motivation for attending prenatal clinic and the degree of
value placed on health promotion as determined by score on
the Health Promoting Lifestyle Profile.
Limitations
There
study.

were

some inherent limitations in this type of

The Hawthorne effect was of concern, although the

administration technique was designed to minimize this
bias.

If subjects had negative feelings regarding their

reasons for attendance, or if they believed that certain
answers would produce higher regard from survey
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administrators, this may have biased their answers.
Further, questionnaires were presented by two different
investigators, and although presentation of the survey was
identical, some variability may have been introduced.
Attitudes of staff at different clinic sites may also have
influenced some of the variability.
Survey questions may have been poorly understood by
some respondents, particularly those with less than an
eighth grade education.

The lowest education level

included in the pilot study was eighth grade completion.
Assistance was available to these patients, but may not
have been utilized.

Of the 152 subjects who participated,

43 were not included in the final data due to failure to
complete the questionnaires.

Many clients present at the

clinics declined to participate for undetermined reasons.
The voluntary nature of participation may have tended to
eliminate population segments, such as the illiterate,
therefore limiting the value of the study.
Setting, Population, and Sample
Mississippi was the setting for this study.

The

specific location was seven selected prenatal clinics in
rural Northeast Mississippi.

Clinic selection was based

on the clinic's designation as a prenatal care site
serving over 50% Medicaid patients and also consenting and
cooperating in serving as a data collection point.

For

investigator convenience, all sites were within 60 miles
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of Columbus, Mississippi.

Four of the sites were clinics

operated by the Mississippi Department of Health, and
three were private clinics which accepted prenatal
referrals from the Department of Health.
Population included all pregnant women aged 12 to 45
years who resided in the region served by the selected
clinics and who were identified as eligible for Medicaid.
The sampling technique of convenience was employed to
survey subjects as they attended prenatal clinics.
Clients who were currently pregnant, Medicaid eligible,
and consented to participate were included in the study.
The target sample size was N = 100, while the final sample
size of N = 106 was achieved.
Methods of Data Collection
Instrumentation
Giamalva Prenatal Motivation Survey.

The primary

survey instrument was the tool developed by the author,
the Giamalva Prenatal Motivation Survey.

This instrument

was created, critiqued, and revised with input from a team
of graduate prepared nurse practitioners.

The Giamalva

Prenatal Motivation Survey elicits basic demographic data
with the following questions:
your race?

How old are you?

What is

Including this time, how many times have you

been pregnant?

How many months pregnant were you when you

first called to make a clinic appointment?

How many

months pregnant were you when you came to prenatal clinic
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the first time in this pregnancy?

Have you had any

problem or complication in a pregnancy before this one?
The survey also includes one open-ended question—Why did
you come to prenatal clinic?--regarding motivation for
prenatal clinic attendance.

A pilot sample of this survey

was given to six hospital aides with education levels of
eighth grade through 2 years of college.

This pilot study

demonstrated the adequacy of the design, with only slight
revision required to simplify the demographic question for
income level.

The final design was again tested in a

pilot study with 5 women aged 26 to 47 years with
education levels of eighth grade through high school.

In

this second application the tool was found to be well
understood by participants, as all subjects were able to
answer questions completely.

No problems were reported.

The Health Promoting Lifestyle Profile.

The second

instrument used was the Health Promoting Lifestyle Profile
refined by Walker, Sechrist, and Pender at the University
of Indiana in 1987.

Permission to use this copyrighted

tool was obtained from Dr. Susan Walker at the University
of Nebraska (see Appendix C).

This tool has been widely

used for a number of populations, including corporate
employees, elders, cardiac patients, and college students
(Walker et al., 1987).

This instrument was found to have

a high internal consistency, alpha coefficient of .922.
Stability also was high, with a Pearson r of .926 for the
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scale (N = 952) (Walker et al., 1987).

Although in a

selected review of the literature there were no published
results for this tool with prenatal clients, it has
demonstrated a high degree of reliability with diverse
groups.

There are other studies currently underway

utilizing this tool for prenatal patients.

This tool

includes 48 questions regarding behaviors which the
authors had identified as health promoting.

There are

four response choices for each question, ranging from
Never (1 point) to Routinely (4 points).

Scores are

totaled and divided by 48 to provide a Health Promoting
Lifestyle score based on Pender's (1992) Health Promotion
Model.
Procedure
Data collection was begun after approval was obtained
from the Committee on Use of Human Subjects in
Experimentation at the Mississippi University for Women
(see Appendix D) and from the Institutional Review
Committee at the Mississippi State Department of Health
(see Appendix E).

Prospective subjects were approached by

either the researcher or a research assistant to validate
eligibility and invite participation.

The research

assistant was a registered nurse experienced in maternal
child health who had read the research proposal and
carefully reviewed all methodology with the principal
investigator.

The researcher or assistant explained to
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each subject the study purpose, protection of privacy and
confidentiality, and the nature of the surveys.

All

subjects were assured that participation or
nonparticipation would in no way affect their care at the
clinic.

Participants then verified their understanding

and agreement by signing an individual informed consent
form (see Appendix F).
Subjects completed the questionnaires while sitting
in the clinic waiting areas, with the investigator
available to answer questions.

The investigator was

seated across the room from subjects and unable to observe
what was written.

Most subjects required between 10 and

20 minutes to complete both instruments.

Three of the

subjects were found not eligible for Medicaid and were
eliminated from the sample.

Of the 149 remaining

subjects, 43 were eliminated due to failure to complete
the data collection tools.

Any questionnaires with

greater than two unanswered questions were not considered
complete.
Data Analysis
After all data had been collected, the results of the
two questionnaires were analyzed separately and in
cjiff0r©nt ways.

The demographic data collected with the

Giamalva Prenatal Motivation Survey were tabulated by the
principal investigator and descriptive statistics were
utilized to determine the frequency and percentage of
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responses.

The responses to question 5--How far along

were you when you first called to make a clinic
appointment in this pregnancy? —were so varied and so
unverifiable that it was deemed unreliable and not
included in the analysis of data.

Responses to the

subjective question--Why did you come to prenatal clinic?
--were divided by a content analysis procedure.

A panel

of three experienced nurse researchers each independently
reviewed the responses and tabulated natural groupings.
The panel then compared lists of response groupings and
agreed upon six natural groupings of responses, which were
then listed separately as motivational factors.

A total

of nine responses were found which yielded no motivational
data, and these were placed in a seventh grouping, labeled
non-answers .
The Health Promoting Lifestyle Profile was analyzed
by the standard grading technique established by Walker et
al. (1987).

This survey produced a significant measure of

participants' degree of health promotion priority
incorporated in their lifestyle.

These data categorize

the individual values of each participant regarding her
participation in health-promoting activities.
Summary
The goal of the study was to produce data regarding
why women of poverty level initiate attendance at prenatal
clinic.

Two general factors were studied:

motivation to

initiate attendance at prenatal clinic and Health
Promoting Lifestyle Profile.
Data produced in the study may be applicable to
evaluation of how clinics fulfill client expectations,
what issues are most important to clients, and what the
results of prior client education has been.

Better

knowledge of what is important to clients is vital to
improving education.

Chapter IV
The Findings
The purpose of this descriptive study was to
identify, examine, and define the factors which motivate
women of poverty level residing in Mississippi to initiate
prenatal care.

The instrument used to identify subjects'

motivations was the Giamalva Prenatal Motivation Survey.
Motivations were tabulated, quantified, and examined for
apparent influences on timing of initiation of prenatal
clinic attendance.

This research dealt with behaviors

which promoted health and prevented disease; therefore,
the Health Promotion Lifestyle Profile developed by
Walker, Sechrist, and Pender (1987) also was given to
subjects.

The Health Promotion Lifestyle Profile was used

to assess how the value of health promotion in each
subject's lifestyle related to both the motivations for
prenatal clinic attendance and the initiation of clinic
attendance.
Description of the Sample
Data were collected from 106 prenatal patients
attending seven clinics in Northeast Mississippi.

This

sample of convenience consisted of Medicaid eligible
subjects who were pregnant.

Of the 106 subjects in the
33
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final sample, 63 subjects (59.4%) were Black, and 40.6%
were either White or Hispanic (42 White, 1 Hispanic).

The

average age of the sample group was 22.5 years, with a
range of 13 to 39 years.

Average number of pregnancies,

including current pregnancy, was 2.29 pregnancies, with a
range of 1 to 6 pregnancies.

First attendance at prenatal

clinic varied from 1 month to 7 months, with an average
value of 2.75 months (see Table 1).

Nearly half of

subjects (n = 51, or 48.1%) made their initial clinic
visit before the 90th day of pregnancy.

An egual number

first attended clinic between the 90th and 120th day (n =
51, or 48.1%), with a small percentage (n = 4, 3.8%) after
the 120th day of their pregnancy.

These data are

presented in Table 1.
Table 1
Time of Initiation of Prenatal Clinic Expressed in
Freguencies and Percentiles

Time

F

Before 90 days

51

48.1

Between 90 and 120 days

51

48.1

4

3.8

After 120 days

Note.

N = 106.

%
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Results of Data Analysis
The focus of this study was the motivation for early
prenatal clinic attendance.

These data were gathered

utilizing the Giamalva Prenatal Motivation Survey.
Subjects' motivations were elicited by the open-ended
question--Why did you first decide to come to prenatal
clinic?--which produced a variety of subjective responses.
Some subjects listed more than one motivation, and in
these cases only the first response was considered in the
categorical assignments.

As discussed in Chapter III,

responses were divided into six categorical groupings.
The most common responses focused on the well-being
of either the mother or the child and were categorized as
health promotive and labeled Motivation #1.
represented 48 (45.3%) of the responses.

This group

Examples of this

category are "to be sure the baby and I stay healthy," "to
make sure I have a healthy baby," and "to get the proper
care I need" (see Table 2).
The second most common category of responses was any
indication of a problem or fear, such as "My feet got
swollen up," "I was so sick last time,

and

I got

scared," "to see if I was pregnant," and "I missed my
period."

There were a total of 18 responses (17%) in this

group labeled Motivation #2 (see Table 2).
The third grouping was very straightforward.

Any

response indicating that clinic attendance was initiated
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response indicating that clinic attendance was initiated
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in order to start WIC was included in Motivation #3.

WIC

is the standard abbreviation in common usage for the
Women, Infants, and Children nutritional assistance
program available to low-income pregnant women and
children.

Responses included "To get on WIC," "So I could

start WIC," and "That's how you get WIC."

There were 12

(11.3%) responses in this category (see Table 2).
The fourth grouping included any response indicating
the intervention of another person and were labeled
Motivation #4 .

This group included any response crediting

the action of another.

Examples in this grouping include

"My mother made me," "I came because my friend came," and
"The school nurse told me to."

This category represented

8 (7.5%) of the responses (see Table 2).
The next category was subjects enjoyed or got
pleasure from attending prenatal clinics.

This category

was labeled Motivation #5 and included "I just like coming
to clinic," "The nurses and the doctor treat me so nice,"
and "The doctor makes me feel good.

There were 6 (5.7-6)

responses in this category (see Table 2).
The sixth grouping included any intention to obtain
medications, including vitamins, as the motivation to
attend clinic.

Since the motivation for obtaining

medication could not be determined from the responses, all
were placed in one group.

Examples of responses are "To

start vitamins," "To get back on my medicine," and "I
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needed some vitamins."

This grouping was labeled

Motivation #6 and represented 5 (4.7%) of the responses
(see Table 2).
There were 9 responses (8.5%) which were determined
to provide no meaningful information but merely reflected
the question, such as "for prenatal clinic," "for my
appointment," and "to see the doctor."

These responses

were not categorized and subsequently were not ranked.
Table 2
Motivation for Clinic Attendance Expressed in Frequencies
and Percentiles

Motivation

F

%

1

Health promoting

48

45.3

2

Problem or fear

18

17.0

3

WIC

12

11.3

4

Action of another

8

7.5

5

Enjoy clinic

5

4.7

6

Medication

6

5.7

Note.

N = 106.
Subjects were divided by motivation category in order

to determine how different motivations related to the
timing of prenatal clinic attendance.

The mean first

prenatal attendance for all groups was 2.75 months.
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Motivation #1 (health promotion) is the answer to the
research question, what factors motivate women of povertylevel residing in Mississippi to initiate early prenatal
care?

This motivation grouping corresponded with an

average initial clinic attendance at 2.45 months or about
10.5 weeks gestation.

Since early prenatal attendance was

defined as 90 days, which corresponds to about 13 weeks
gestation, the only category of motivation which
corresponds to clinic attendance earlier than this
criteria is Motivation #1 (see Table 3).
Table 3
Motivation Factors of Mississippi Women of Poverty Level
and Pregnancy in Months and Weeks at Initiation of
Prenatal Clinic

Motivation

n

Months

Weeks

Health promotion

48

2.45

9.8

Problem or fear

18

3.47

13.8

WIC

12

3.58

14.3

Action of another

8

3.37

13.5

Enjoy clinic

6

3.25

13.0

Medications

5

4.20

16.8

Note. N = 106. Months = months pregnant at first
prenataT clinic visit. Weeks = weeks pregnant at first
prenatal clinic visit.
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To verify and reinforce the findings, each motivation
grouping was correlated with week of first attendance at
prenatal clinic.

Only Motivation #1, health promotion,

was found to have any statistically significant impact on
prenatal clinic attendance at the p = .01 level of
significance.

The mean value for initiation of prenatal

clinic attendance for health promoting responses is 2.45
months, for a .0001 probability of significance.
As discussed in Chapter III, the Giamalva Prenatal
Motivation Survey was a new tool, and the Health Promoting
Lifestyle profile was used as a standard of comparison to
verify the significance of findings.

Prior studies

established that higher scores on the Health Promoting
Lifestyle Profile correspond to a higher value placed on
health promotion in the lifestyle.

In this study, the

Health Promoting Lifestyle Profile had a highly
significant negative correlation with month of initiation
of prenatal clinic attendance; the higher the Health
Promoting Lifestyle Profile value, the earlier the
prenatal clinic visit.

For every 1.00 increase in the

Health Promoting Lifestyle Profile score, there was a mean
1.78 month decrease in timing of initial prenatal visit.
This correlation between Health Promoting Lifestyle
Profile score and timing of first prenatal clinic visit
was r = -0.66 and is significant at the p = .01 level,
with a probability of error of less than .0001.

The
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highly significant relationship between the Health
Promoting Lifestyle Profile score and earlier attendance
at prenatal clinic verify the tool's accuracy in
predicting early prenatal clinic attendance.
To verify the validity of the health promotion
motivation found on the Giamalva Prenatal Motivation
Survey, the results of the Health Promoting Lifestyle
Profile were correlated with health promotion responses
through a multiple regression analysis.

As predicted,

results of the Giamalva Prenatal Motivation Survey were
found to correlate significantly with the health-promoting
motivations.

Health-promoting responses correlate with a

.312 increase in the Health Promoting Lifestyle Profile
score, with a t score of -4.087 and a probability of error
less than .001.

This is significant at the p = .01 level.

Additional Findings
Some prior studies had found correlations between
demographic variables and initiation of prenatal care
(Burke, 1992; Young et al., 1989).

Thus, the researcher

was interested in determining if any demographic variables
had a significant impact on prenatal clinic attendance.
All demographic data collected with the Giamalva Prenatal
Motivation Survey were analyzed for correlation with
timing of prenatal clinic attendance.
to have any significant impact.

Only race was found

Through regression

analysis, the variable Black, after statistical
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elimination of all other factors, was found to correspond
to a 2 week later initiation of prenatal clinic than nonBlack subjects.

In a two-tailed test of significance, the

p value was .0072, indicating significance at the .01
level.

Other demographic data, including age, total

number of pregnancies, and complications in previous
pregnancies, were found to have no statistically
significant correlation with initiation of prenatal care
at the .01 level of significance.
Summary
The only motivation responses found with the Giamalva
Prenatal Motivation Survey which corresponded to early
prenatal care were the health promoting motivations.
These responses corresponded to an average clinic
attendance of 3.5 weeks earlier than all other responses.
The Health Promoting Lifestyle Profile also was found to
correlate significantly with earlier prenatal care and to
correlate with the motivations analyzed as health
promoting.

As an additional finding, the demographic

variable of race also was found to have a significant
correlation.

Black subjects were found to have an average

first clinic attendance 2 weeks later than White subjects.

Chapter V
The Outcomes
Prior research studies have found that early prenatal
care has a positive impact in reducing infant and maternal
mortality and morbidity.

Researchers have also found

little success in efforts to remove barriers to prenatal
care, especially among poor, rural, and minority
populations.

Some researchers concluded that inadequate

motivation of the prenatal clients was one factor which
contributed to late prenatal care (Burke, 1992).

That

finding stimulated this study to determine what
motivations stimulated prenatal patients of poverty level
to initiate early attendance of prenatal clinic.

Early

prenatal clinic attendance was defined as being initiated
within the first 90 days of pregnancy.

Pender s (1992)

Health Promotion Model was the theoretical framework of
this study, and a descriptive design was chosen to
identify motivations to initiate early prenatal care.

A

total of 106 subjects attending prenatal clinics at seven
rural sites in Northeast Mississippi were surveyed.
Demographic factors are also known to influence
initiation of prenatal care (Burke, 1992).
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Therefore,
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demographic variables were also correlated with month of
initiation of prenatal care in the additional findings.
Summary of Findings
The sample consisted of 106 prenatal patients
presenting at seven prenatal clinics in Northeast
Mississippi.

Subjects were all below 185% of the federal

poverty level, as defined by their Medicaid eligible
status.

Ages of subjects ranged from 13 to 39 years, and

the average total number of pregnancies for subjects was
2.29.

There were 63 Black subjects, 42 White subjects,

and 1 Hispanic subject.
The Giamalva Prenatal Motivation Survey was used to
determine the motivating factors for subjects to attend
prenatal clinic.

Only responses in the category health

promoting were found to have an average attendance of
prenatal clinic before the 90th day of pregnancy.

The

health promoting category of motivations was also the most
common, comprising 45.3% of all responses made by
subjects.

For subjects who provided a health-promoting

motivation as their reason for clinic attendance, average
first clinic attendance was at 10.5 weeks gestation.
The Health Promoting Lifestyle Profile was also
administered as a check o£ the efficacy of the Giamalva
Prenatal Motivation Survey.

The Health Promoting

Lifestyle Profile score was found to correlate closely
with health-promoting responses on the Giamalva Prenatal
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Motivation Survey.

None of the other motivations were

found to correlate with higher Health Promoting Lifestyle
Profile scores.
As predicted in many earlier studies, Black subjects
were found to have a later average initiation of prenatal
clinic than White subjects.

On the average, White

patients attended prenatal clinic 2 weeks earlier than
Black patients .
Discuss ion
Only one category of motivations was found to
correspond to initiation of prenatal care within the first
90 days of pregnancy for women of poverty level residing
in Mississippi.

This category of motivations indicated

health promotion was the stimulus to secure early prenatal
care.

This category was fairly broad and indicated an

apparent intent of the subjects to assure their health or
their babies' health.

Pender's (1992) Health Promotion

Model predicts this type of relationship between
motivation and health-promoting behaviors.

The Health

Promoting Lifestyle Profile scores were found to correlate
closely with health-promoting motivations, which validates
the efficacy of the finding of the Giamalva Prenatal
Motivation Survey.
There were five other categories of motivation
identified.
or fear.

The second most common motivation was problem

Burke ( 1992 ) had found this to be the most
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common reason to initiate prenatal clinic attendance but
had not correlated motivations with timing.

This study-

found that although 17% of subjects initiated care due to
problem or fear, these subjects did not initiate care
until 104 days gestation.

This may be explained by the

average period in gestation in which problems typically
arise

after 90 days gestation.

Also, individuals who did

not place a high value on health-promotion behaviors may
not be as aware of changes in their health.
The third most common motivation for clinic
attendance was to obtain WIC.

This category did not

correspond to early initiation of prenatal care, having
average initial prenatal visit at 107 days gestation.
This motivation appears to be less connected to health
issues than to economic concerns and may, therefore, be
seen as less eminent.
Action of another was the fourth most common
motivation given and corresponded to an average first
prenatal attendance at 101 days gestation.

This may be

explained by the necessity of another person recognizing
the pregnancy before initiating action.

The fifth most

common motivation given was "enjoy clinic," and this
category corresponded to an initial clinic visit at 104
days gestation.

The reason for this timing could not be

determined, although enjoyment could be assumed to be less
motivating than health concerns.

The least common
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response was to obtain medication, which had an average
first clinic attendance of 126 days.

The impossibility of

determining the purpose of medications prevents
understanding of this timing.
Pender's model indicates that contributors to a
health-promoting lifestyle include the individual's
importance of health, perceived control of health,
feelings of self-efficacy, apparent benefits of healthpromoting behavior, and barriers to health-promoting
behavior (Pender, 1992).

Subjects who place a high value

on their health and who see themselves as having some
control over their health are more likely to take
promotive actions--in this case early attendance of
prenatal clinic.

These same subjects apparently see the

action of clinic attendance as helping their health (selfefficacy).

They would also tend to have a more realistic

understanding of their health status and see the benefits
of health-promotive behavior on their health.

The

findings of this study validated the use of Pender's model
in viewing pregnancy and clinic attendance and validate
the Health Promoting Lifestyle Profile tool in testing for
probability of attending prenatal clinic.
Another finding in this study was that Blacks on the
average seek prenatal care 2 weeks later than Whites.
This same result has been found in Burke ( 1992) and Haas
et al. (1993).

The implication for nursing is that more
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outreach must b e focused o n this segment of the
population.
In t h e s t u d y o n t h e impact of t h e Healthy Start
program in Massachusetts ( H a a s et al., 1993), the
investigators failed t o find any significant increase in
prenatal c l i n i c attendance with removal of financial
barriers.

T h e investigators speculated that there were

motivational factors w h i c h prevented any great increase in
attendance.

T h i s current study has provided some

explanation f o r t h e findings of Haas et al. ( 1993) and has
validated t h e speculations of those investigators.

The

most powerful determinant of prenatal clinic attendance
was the c l i e n t ' s intrinsic motivation t o promote her own
health and t h e health of her baby.

Similarly, in the

study of B l a c k w o m e n b y Burke ( 1992), the impact of
barriers w a s minimal, and s h e speculated that there
existed s o m e "intrinsic factors" which stimulated prenatal
clinic a t t e n d a n c e .

T h i s current study involved 59.4%

Black subjects, but t h o s e with the highest value on health
promotion, a n d t h o s e w h o listed a health-promoting
motivation, w e r e far more likely t o attend prenatal clinic
before t h e i r second trimester.

In reference to Burke's

(1992) speculation regarding t h e intrinsic factors
influencing prenatal attendance, two such factors were
identified, t h e value of health promotion in the lifestyle
and health promoting motivations.

In Young et al. ( 1989 ) the researchers attempted to
determine why many women of poverty level received
prenatal care so late.

Young et al. (1989) found no

significant barrier which explained poor levels of
prenatal care and concluded that, although financial
considerations played some role, other factors were even
more important (Young et al., 1989 ).

Young et al. also

called for more study of reasons for prenatal clinic
attendance.

This current study validates the findings of

Young et al . and concludes that the other factor was the
health-promoting motivation of the subject.
Willis and Fullerton (1991) in their summary report
found a number of demographic factors which correlated
with low birth weight.

They did not review motivation or

health promotion studies, but they did emphasize the role
of advanced practice nurses in finding ways to improve
prenatal clinic attendance and preventive health services.
This current study suggests the most beneficial way to
improve prenatal clinic attendance is to influence the
motivations of clients.
Willis and Fullerton (1991) and Young et al. ( 1989 )
made the suggestion in their conclusions that prenatal
care must begin before pregnancy occurs.

The

investigators felt that their studies indicated there was
evidence of intrinsic factors impacting rate of prenatal
clinic attendance; only Young et al. ( 1989 ) referred to
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these factors as motivations.

The current study

reinforces this view and suggests several avenues for
further research.
The areas of motivation, health promotion, and
disease prevention in both inguiry and in practice seem to
be well served by Pender's (1992) Health Promotion Model.
Health promotion and disease prevention are recognized as
important aspects of health care and are stressed in the
United States Public Health Service's (1990) publication
Healthy People 2000:

The National Health Promotion and

Disease Prevention Objectives.

This publication provides

directions for primary care practitioners and health care.
The most difficult question is how these concepts can be
put into action.

Research grounded theory, such as Pender

(1992), seeks to build a framework for understanding these
health-promoting behaviors and how they can facilitate
health care delivery.
Implications for Nursing
Poor rates of prenatal clinic attendance have been
found to correlate with increased rates of maternal and
infant mortality and morbidity (Poland et al., 1990), and
with longer hospital stays, greater cost, and more longterm health problems.

All of these adverse results of

poor prenatal care impact directly and indirectly on
nursing, since nurses provide a large measure of care to
mothers and infants in the hospital and the community.
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Nurses are at the vanguard of the practice of disease
prevention and health promotion.

As primary care

providers, nurses have placed themselves in an ideal
Early

position to improve all preventative services.

prenatal care has far-reaching benefits to the individual,
the family, and the community and, therefore, is a
particularly significant area for improvement of health
care delivery.

This current study provides vital data for

improving the prenatal care of poor and rural populations.
The first step is to observe and gather data, which this
study has done.

This study indicates that the key to

initiation of prenatal care is the health-promoting
motivation and the value of health promotion in the
lifestyle of clients.
With this improved understanding of client
motivation, nurses can better focus on how to provide
encouragement for the most vulnerable populations.
Pender's (1992) Health Promotion Model explores this area
and finds that the most effective means of providing
motivation is by education.

Education must be focused on

demonstrating to the clients what their health state is,
what health is, how their actions affect their health, and
how they can control their own lives.

Such teaching

cannot be started in pregnancy and be expected to have
significant impact on the current pregnancy.

Teaching

must be started much earlier for maximum effect, yet
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program desxgn for these types of education and outreach
are beyond the scope of this study.
Nurses, and especially advanced practice nurses, have
the best opportunity to initiate such education and
outreach programs and to conduct the research to validate
and communicate the results.

Nurses are in schools and

clinics providing teaching on a daily basis and have the
best opportunity of any providers to impact the next
generation of mothers.
Another important implication for nurses found in
this study is the use of the Health Promoting Lifestyle
Profile to predict prenatal clinic attendance.

Although

further study and replication are needed, the evidence of
this study indicates that the Health Promoting Lifestyle
Profile can be useful in predicting prenatal clinic
attendance.

This could be useful as a measure of

population trends to determine where to focus outreach,
education, and possibly funding.
Recommendations
Research
1.

Further investigation of prenatal clients

motivation to initiate prenatal clinic attendance is
needed.

A more subjective or qualitative study may yield

a greater understanding of motivations and how subjects
adopt particular motivations.

The current study was

valuable in establishing the existence and value of
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health-promoting motivations, but a knowledge of how such
motivations are adopted would be vital to a meaningful
intervention.
2.

Another area for future research could be

application of a similar study to different populations,
such as inner city, American Indian, or in other regions,
and also to larger samples.

Although this study found

significant trends, with broad implications for nursing
and health, these results can only be applied with
certainty to a narrow range of the population.
3.

In order to focus practice, a valuable experiment

could be initiation of earlier outreach/education
programs, with follow-up motivational studies.

Such

research could demonstrate how prenatal education before
pregnancy might impact motivation and initiation of
prenatal care.
4.

Controlled studies could also compare initiation

of prenatal clinic attendance with and without outreach
education programs.

The use of these tools could speed

research, rather than awaiting the retrospective data
gathered after birth by the State Health Department
(Thompson, 1993).
5.

In order to apply the Health Promoting Lifestyle

Profile to broader prenatal populations, the results of
this study should be tested on larger populations.
Although a very strong relationship was found between the
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Health Promoting Lifestyle Profile score and the timing of
initial prenatal clinic attendance for this population,
the relationship may vary for different populations.
Nursing
1•

Findings in this study reinforce the need for

nurses to focus efforts to reach populations most at risk
for adverse birth outcomes.

Educational outreach programs

with a focus on influencing motivations seem to offer the
most help for these most at-risk populations.
2.

Utilization of Pender's (1992) Health Promotion

Model can serve as a framework for health promotion in
prenatal primary care.

The division of motivations and

the understanding of motivations in that framework are
especially useful in focusing educational and preventive
programs.
3.

The Health Promoting Lifestyle Profile was shown

to be a powerful predictor of prenatal clinic attendance.
Although more study is needed to verify application to
diverse populations, this tool could be very useful in
identifying vulnerable populations.
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Prenatal Clinic Questionnaire, 11/16/93
Please answer the following questions as completely as you
can.
We don't need your name, and your answers will be kept
private, but it will help if we know a few things about you.
1.

How old are you?

2.

What is your race?
Black
American Indian
White
Other (please specify):

3.

Are you eligible for Medicaid?
Yes
No

4.

Including this time, how many times have you been
pregnant?

5.

How far along were you when you first called to make a
clinic appointment in this pregnancy?

6.

How far along in this pregnancy were you when you first
came to the prenatal clinic?

7.

Did you have any complications or problems in any
pregnancy before this one?
Yes
No

8.

Why did you come to prenatal clinic?

-i
hoDe this information can help
Thanks for your .help.
We nope
other families in this area.
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LIFESTYLE PROFILE
DlwECL, °NS
T h ' S 5 u e s t , o n n a , r e c o n t a l n s statements regarding your present way of life or personal
l
habits Please respond to each item as accurately as possible, and try not to skip any item. Indicate the
regularity with which you engage in each behavior by circling:
N for never. S for sometimes, O for often, or R for routinely.

tn

>-

UJ
3
c
s
UJ
z

tu
3
o
in

1. Eat breakfast.

N

S

2. Report any unusual signs or symptoms to a physician.

N

S

3. Like myself

N

S

4

Perform stretching exercises at least 3 times per week.

N

S

5. Choose foods without preservatives or other additives.

N

S

6. Take some time for relaxation each day.

N

S

o

R

N

S

o

R

N

s

0

R

Feel I am growing and changing personally in positive directions.

N

Discuss personal problems and concerns with persons close to me.

N
N
N
N
N
N

15. Read articles or books about promoting health.

N

16. Am aware of my personal strengths and weaknesses.

N

17. Work toward long -term goals in my life.
18

N

Pra.se other people easily for their accomplishments.

19. Read labels to identify the nutrients in packaged food.
20. Question m y physician or seek a second opinion when I do

o

g

with

recommendations.
21. Look forward to the future
22. Participate in supervised exercise programs or activitres
23. Am aware of w h a t is important to me in life.

R

N

9

14. Eat 3 regular meals a day.

R

R

N

Exercise vigorously for 20-30 minutes at least 3 times per week.

R

o

Am enthusiastic and optimistic about life.

13.

R

S

8

Feel happy and content

R

N

N

12

o
o
o
o
o
o
o
o
o
o
o
o
o

N

Have my cholesterol level checked and know the result.

11. Am aware of the sources of stress in my life.

L
o

s
s
s
s
s
s
s
s
s
s
s
s
s
s

7.

10

z

-J
UJ
z
•o
tr

R
R
R
R
R
R
R
R

o

R

o
o

R

o

R

o
o

R

R

R
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cn
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2
O
CO

Enjoy touching and being touched by people close to me.

N

S

o
o

25. Maintain meaningful and fulfilling interpersonal relationships.

N

S

o

R

26. Include roughage/fiber (whole grains, raw fruits, raw vegetables) in my diet.

N

s

o

R

27. Practice relaxation or meditation for 15-20 minutes daily.

N

s

o

R

28. Discuss my health care concerns with qualified professionals.

N

s

o

R

29. Respect my own accomplishments.

N

s

o

R

30. Check my pulse rate when exercising.

N

s

o

R

31. Spend time with close friends.

N

s

o

R

32. Have my blood pressure checked and know what it is.

N

s

o

R

33. Attend educational programs on improving the environment in which we live.

N

s

o

R

34. Find each day interesting and challenging.

N

s

o

R

35. Plan or select meals to include the "basic tour" food groups each day.

N

s

o

R

36. Consciously relax muscles before sleep.

N

s

o

R

N

s

o

R

N

S

o

R

N

S

o

R

N

s

o

R

N

s

o

R

N

s

o

R

N

s

o

R

N

s

o

R

N

s

o

R

N

s

o

R

N

s

o

R

N

s

o

R

24

37. Find my living environment pleasant and satisfying.
38. Engage in recreational physical activities (such as walking, swimming, soccer.
bicycling).
39. Find it easy to express concern, love and warmth to others.
40. Concentrate on pleasant thoughts at bedtime.
41. Find constructive ways to express my feelings.
42. Seek information f r o m health professionals about how to take good care of
myself.
43. Observe my body at least monthly for physical changes/danger signs.
44. Am realistic about the goals that I set.
45. Use specific methods to control my stress.
46. Attend educational programs on personal health care.
47. Touch and am touched by people I care about.

R

48. Believe that my life has purpose.

' S Walker. K Sechns, N Pender.
use this scale may he obtained Irom Heann rromu

Illinois 60115

•. .vnratt writtpn consent is not permitted Permission to
Nuf"n0' NOr1he'n ""n°'5
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HEALTH-PROMOTING LIFESTYLE PROFILE
Dear Colleague:
We are pleased to reply to your request for information about our Health Promoting Lifestyle Profile.
In order to respond promptly to the large volume of
correspondence we receive, we have found it necessary to prepare this standard
letter containing information that is commonly sought.
We hope that you will
feel free to write or call as necessary to obtain any further information that
you may need.
The Health-Promoting
Lifestyle
Profile measures
health - promoting behavior,
conceptualized as a multidimensional pattern of self- initiated actions and
perceptions that serve to maintain or enhance the level of wellness, selfactualization and fulfillment of the individual.
The 48-item summated behavior
rating scale employs a 4-point response format to measure the frequency of selfreported health-promoting behaviors in the domains of self-actualization, health
responsibility, exercise, nutrition, interpersonal support and stress management.
It was developed for use in research within the framework of the Health Promotion
Model (Pender, 1987), but has subsequently been employed for a variety of other
purposes as well.
The development and psychometric evaluation of the English
language versions were described by Walker, Sechrist and Pender (1987) and scores
among the initial study sample were reported by Walker, Volkan, Sechrist and
Pender (1988).
The translation and psychometric evaluation of the Spanish
language version as well as scores among a Hispanic sample were reported by
Walker, Kerr, Pender and Sechrist (1990).
Copyright of both English and Spanish language versions of the instrument is held
by Susan Noble Walker, EdD, RN, Karen R. Sechrist, PhD, RN, FAAN and Nola J.
Pender, PhD, RN. FAAN.
You have our permission to copy and use the enclosed
Health-Promoting' Lifestyle Profile for non-commercial data collection purposes
such as research or evaluation projects provided that content is not altered in
any way and the copyright/permission statement at the end is retained,
instrument also may be reproduced in the appendix of a thesis,
research grant proposal without further
purpose, including the publication of
specific permission from the authors.
There

is no charge
of

study/project

for

P*™dyS^sults^^prohibited

study

results,

i

f

without

.
.i
*
j ncp
hut we would appreciate receiving
for such authorized use, but we
o
^
completed
to o«
our

files

I

^^

^

chat

ue

can

maintain

3n

accurate

^irtr^tlnr' TO6 fUaceilitate record keeping, ail information should be sent
Susan Noble Walker, Ed.D., R.N.
Associate Professor
University of Nebraska Medical Center
College of Nursing
600 South 42nd Street
Omaha, Nebraska 68198-5330
(402) 559-6561
ct- in using the Health-P r o m p t in^_Life_s tyle Profile
We thank you for your mtere
.
ff
and wish you much s u c c e s s with your
Sincerely,
,,
Susan Noble Walker

Karen R. Sechrist
Karen

Nola J. Pender

APPENDIX D
APPROVAL OF MISSISSIPPI UNIVERSITY FOR
WOMEN COMMITTEE ON USE OF HUMAN
SUBJECTS IN EXPERIMENTATION
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' MISSISSIPPI
UNIVERSITY
j, R»'\\/OMEN

!

V i c e President for A c a d e m i c At lairs
P.O. Box W-1603
(601) 329-7142

May 3, 1994

Mr. Bruce A. Giamalva
c/o Graduate Nursing Program
Campus
Dear Mr. Giamalva:
I am pleased to inform you that the members of the Committee
on Human Subjects in Experimentation have approved your proposed
research upon the condition that you document permission of the
clinics to participate in the study. The committee also suggests
that the consent form include that participation is voluntary and
that each participant may withdraw at any time.
The committee
requires that no consent forms be destroyed, as set—forth in—the
letter.
The letter would have to be redrafted to omit this
statement but should be amended to ensure confidentiality.
I wish you much success in your research.
Sincerely,

Thomas C. Richardson
Vice President
for Academic Affairs
TR:wr
cc:

Mr.
Ms.
Dr.
Dr.

Jim Davidson
Jeri England
Nancy Hill
Rent

Where Excellence is a Tradition

APPENDIX E
AGENCY CONSENT FORM

66

June 7, 1994

MISSISSIPPI

STATE DETAINMENT OT

HEALTH
2423 North State Street
Tost Office Box 1700
Jackson. Mississippi
3921S-1700
601/960 7400
601/960-7948 FAX

F.E.. Thompson. Jr.,MD.MPH

Sfcife He,\lth Officer

Bruce A. Giamalva, RN, SNP
903 Third Avenue South
Columbus, MS 39701
Dear Mr. Giamalva:
I am pleased to inform you that your request to implement your study
entitled " Motivations for Initiation of Early Prenatal Care for Women of
Poverty Level Residing in Mississippi" has been approved. Please work
with the County Coordinating Nurse in each county to arrange your
schedule.
Best wishes on your research implementation.

Equal Opportunity
In Employmen{/Services

APPENDIX F
CONSENT FORM
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Consent for Participation in Study of Motivation
to Initiate Early Prenatal Care
I agree to be part of this study conducted by Bruce
Giamalva,

a

graduate

nursing

student

at

Mississippi

University for Women.
I also agree to complete these two questionnaires.
I understand the purpose of the study is to learn why
women start prenatal clinic early in their pregnancy.
I understand my identity will remain anonymous and my
privacy will

be

protected.

This consent form will

be

destroyed, and my name will not be recorded in the study.
Taking part in this study is voluntary and will not
affect my prenatal care.

Date

~

Participant's Signature

Your help is greatly appreciated and will be used to help
families in our area.

